with oral corticosteroids.
His history showed that he had been asthmatic for three months in 1959 while serving with the army in Singapore but had had no recurrence until the present episode. There was a family history of atopic disease, his sister having asthma and his daughter eczema and hay fever. He was a heavy cigarette smoker but had given this up when his asthma recurred.
On examination these were no abnormal findings. Chest radiograph was normal. Respiratory function tests showed evidence of mild reversible airflow obstruction. A positive exercise test and histamine bronchial provocation confirmed the diagnosis of asthma. The patient was atopic, 21 out of 23 skin prick tests to common allergens being positive and total serum IgE being raised to 650 IU/ml-1 (normal range < 100 IU ml-1). Sputum eosinophilia was present but no excess blood eosinophilia was demonstrated.
The patient was admitted to hospital for further investigations. Peak expiratory flow rate (PEFR) using a Wright peak flow meter was measured hourly through each day and more frequently immediately after bronchial challenge. Measurements of respiratory function during control days showed the presence of early morning dipping. Bronchial provocation was carried out in a challenge chamber using lactose BPC as a control dust and 100 mg of diazonium chloride mixture in 500 g of lactose as the test dust. The patient tipped the dust from 
